Objective: Social effectiveness continues to play a critical role in recovery of people with serious mental illness (SMI), with greater social effectiveness predicting many positive life outcomes. Despite the abundance of literature supporting the relationship between perceptions and behavior, little is known about predictors of perceived social effectiveness of individuals with SMI. Methods: The purpose of this study is to examine the predictors of perceived social effectiveness of individuals with SMI. Crosssectional data of 192 participants with SMI recruited from four psychiatric rehabilitation clubhouses in 2 states in the South and Midwest regions of the United States were used for this study. Self-report data on category of psychiatric disabilities, psychiatric symptoms, cognition, insight, educational attainment, empathy, interpersonal interactions and relationships, self-stigma, disability acceptance, and perceived social effectiveness were collected and analyzed using multiple regression analysis (MRA). Results: MRA yielded a regression model that accounted for 56% of the variance in perceived social effectiveness, which is considered a large effect size. Controlling for all other factors, mood disorder, educational attainment, empathy, interpersonal interactions and relationships, and disability acceptance were found to be significant predictors of perceived social effectiveness of persons with SMI. Conclusions and Implications for Practice: Practitioners should consider determining points of intervention and targeting specific elements that enhance perceived social effectiveness.
Social effectiveness includes an individual's "ability to receive, process, and perform context-appropriate social tasks sufficient to obtain social goals and maintain relationships" and has been identified as paramount to achieving numerous life goals (Phillips, Deiches, Morrison, & Kaseroff, 2016, p. 17) . Poor social effectiveness is a common marker of serious mental illness (SMI; Bellack, Morrison, Mueser, & Wade, 1989; Bystritsky et al., 2001; Depp et al., 2010; Mueser & Bellack, 2007; Zolnierek, 2011) and hinders the recovery process-a personal journey in which one establishes new meaning and purpose to enjoy a fulfilling and meaningful life (Andresen, Oades, & Caputi, 2003; Anthony, 1993) . High social effectiveness aids recovery of people with SMI in a number of ways, including better management of symptoms (Blanchard, Mueser, & Bellack, 1998; Corcoran et al., 2011; Mueser, Bellack, Morrison, & Wixted, 1990) , higher levels of community functioning (Fett et al., 2011; Mueser et al., 1990) , and higher rates of successful employment (J. A. Cook & Razzano, 2000; Depp et al., 2010; Nuechterlein et al., 2011; Razzano et al., 2005) . Therefore, identifying factors that can predict social effectiveness of people with SMI may provide insights for future practice and research aimed at addressing and improving social effectiveness of people with SMI and their recovery outcomes.
Research has traditionally focused on describing or changing social effectiveness for people with SMI; however, there is an increasing push for identifying and understanding the underlying factors that predict social effectiveness in SMI (e.g., Brüne, Schaub, Juckel, & Langdon, 2011; E. A. Cook, Liu, Tarasenko, Davidson, & Spaulding, 2013; Mueser et al., 2010) . Research has shown relationships between social effectiveness and the category of SMI (e.g., bipolar disorder vs. schizophrenia), psychiatric symptoms, cognition, insight, educational attainment, empathy, and interpersonal interactions and relationships. We briefly review the research on these relationships below.
Regarding the SMI category, research has shown levels of social effectiveness to vary substantially within and across different SMI populations, with schizophrenia consistently being tied to greater social impairment (Bellack et al., 1989; Mueser, Bellack, Douglas, & Morrison, 1991) . Psychiatric symptoms, including depression, anxiety, and psychosis (Blanchard et al., 1998; Milev, Ho, Arndt, & Andreasen, 2005) ; cognitive impairment, such as low verbal memory capacity, inattention, and issues with executive functioning (Brüne, 2005 (Brüne, , 2006 Brüne, Abdel-Hamid, Lehmkämper, & Sonntag, 2007; Ikebuchi, 2007; Lee, Farrow, Spence, & Woodruff, 2004; McCabe, Leudar, & Antaki, 2004; Nienow, Docherty, Cohen, & Dinzeo, 2006; Smith, Hull, Romanelli, Fertuck, & Weiss, 1999; van Hooren et al., 2008) ; and poor insight, or the inability to understand the nature of one's illness or that one is ill (Francis & Penn, 2001; McCabe et al., 2004) , have all been related with poor social effectiveness.
Education is linked with social and psychological factors that affect health (Commission to Build a Healthier America, 2009). Student health, including psychological disorders, accounts for a significant percentage of those who drop out of high school (Freudenberg & Ruglis, 2007; Haynes, 2002) . More specifically, mental disorders significantly predict termination prior to reaching the educational milestones of primary school graduation, high school graduation, college entry, and college graduation (Breslau, Lane, Sampson, & Kessler, 2008) . Students in the education system (e.g., primary, secondary, and postsecondary) are provided with ample opportunities to develop social skills (Soskice, 1993) among a variety of individuals (e.g., peers, teachers, administrators, service workers). In addition, higher educational attainment increases the likelihood of having close friends, a stable family, and a stable marriage; educational settings provide a context of friendship and interpersonal skill development; and the social advantages related to more education may translate to more resources and time to dedicate to relationships (Commission to Build a Healthier America, 2009). Empathy-the ability to understand and share the feelings of another-has been identified as instrumental for establishing social relationships (Brüne et al., 2007; Eisenberg et al., 1996) , and positive interpersonal interactions and relationships further foster social functioning (Sheridan et al., 2015) .
Less has been done to understand the relationship of perceived social effectiveness with perceptions of disability. It is possible that disability acceptance and self-stigma tied to the disability experience serve to influence perceptions of social effectiveness. The subjective experience of stigma is associated with avoidance of social interactions and increased depressive symptoms (Link, Struening, Neese-Todd, Asmussen, & Phelan, 2001; Watson, Corrigan, Larson, & Sells, 2007) . There is reason to believe that self-stigma might also have a negative influence on social effectiveness. People who internalize stigmatized beliefs (i.e., cognitive self-stigma) may view themselves as less competent than the This document is copyrighted by the American Psychological Association or one of its allied publishers.
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majority and as unworthy of better conditions in life. Affective self-stigma includes feelings of shame, despondency, embarrassment, or anger, and behavioral self-stigma involves self-denigration, self-isolation, concealment of status, social withdrawal, and social avoidance (Mak & Cheung, 2010) . Over time, it is likely that the avoidance of social interactions and the self-devaluation resulting from self-stigma would have a negative influence on social effectiveness. Research has also shown that disability acceptance has been related with the quality of social relationships (Zhang et al., 2014) . Thus, individuals with SMI who accept their disability condition and experience less self-stigma may exhibit more social effectiveness. The purpose of this study is to examine both established (i.e., category of SMI, psychiatric symptoms, cognition, insight, educational attainment, empathy, and interpersonal interactions and relationships) and exploratory (i.e., self-stigma and disability acceptance) predictors of perceived social effectiveness of individuals with SMI (i.e., schizophrenia, schizoaffective disorder, bipolar disorder, and major depressive disorder). This research has been conducted with the hope that better understanding of factors that can predict perceived social effectiveness will improve social skills training for people with SMI. There is an abundance of literature supporting the relationship between perceptions and behavior; what one perceives will have a direct effect on her/his actions (Bandura, 1993; Knoblich & Flach, 2001 ). Individuals with SMI who self-stigmatize may develop negative perceptions regarding their social effectiveness and, in turn, display poor social effectiveness. A study of adolescents found that they were accurate in rating their social effectiveness, and social effectiveness has been closely related to their mental health outcomes (Connolly, 1989) . Thus, self-perceptions of social effectiveness would have a direct effect on their actual social effectiveness. This study extends previous research by considering internal perceptions of disability known to influence the disability experience in addition to the more common factors used to predict social effectiveness. The primary research question addressed in this study is whether the selected factors predict the perceived social effectiveness of people with SMI. We hypothesized that all selected independent variables would significantly predict perceived social effectiveness among individuals with SMI. Specifically, we hypothesized that disability acceptance, insight, educational attainment, empathy, and interpersonal interactions and relationships would be positively associated with perceived social effectiveness, while self-stigma, psychiatric symptoms, and cognitive impairment would be negatively correlated with perceived social effectiveness among persons with SMI.
Method Participants
The sample for this study comprised 192 psychiatric rehabilitation clubhouse members with SMI, who met the following selfreported inclusion criteria: (a) 18 years of age or older, (b) diagnosis of SMI, and (c) the ability to read at a 6th grade level or above. All members of psychiatric rehabilitation clubhouses have a documented SMI diagnosis. Most members expressed an interest in the research study; 195 individuals (all those interested) were provided a survey packet; however, one did not return it, and two were discarded for missing more than 5% of survey items. Demographic information is provided in Table 1 .
Measures
In addition to the self-reported demographic and disabilityrelated questions, self-report instruments with well-documented reliability and validity were selected in order to measure the variables. The descriptive statistics are listed in Table 2 .
Perceived social effectiveness. Perceived social effectiveness was assessed using the Perceived Social Self-Efficacy Scale (PSSE; Di Giunta et al., 2010) . It is a 5-item scale that assesses perceived self-efficacy regarding the ability to manage interpersonal relationships. All items begin with the phrase "How well can you" followed by specific questions (e.g., "Express your opinion to people who are talking about something of interest to you?"). The PSSE has demonstrated satisfactory internal consistency reliability estimates with a range of .66 to .88 (Akin & Başören, 2015; Di Giunta et al., 2010; Sánchez, Pfaller, et al., 2016 , 2017 . The Cronbach's alpha of the PSSE for the current study was computed to be .88. Although individuals with SMI tend to exhibit social effectiveness to a lesser degree than those without psychiatric disabilities, research shows that the judgments of those with SMI are actually closer in agreement with observers' judgments, and that individuals without psychiatric disabilities may even overestimate their social effectiveness (Edison & Adams, 1992; Lewinsohn, Mischel, Chaplin, & Barton, 1980) . Several studies have used self-report measures to predict perceived social effectiveness in individuals with SMI (e.g., Buhrmester, Furman, Wittenberg, & Reis, 1988; Riggio, 1986; Spitzberg & Hurt, 1987; Wallace, Liberman, Tauber, & Wallace, 2000) , including the PSSE (Sánchez, Rosenthal, Chan, Brooks, & Bezyak, 2016; Sánchez, Rosenthal, Tansey, Frain, & Bezyak, 2016) . We selected the PSSE due to its ability to assess perceived social effectiveness by self-report.
Category of psychiatric disability. Individuals self-reported their psychiatric diagnosis on the demographic portion of the survey. The prompt instructs individuals to select the response that best describes their situation, that is, "Primary diagnosis," which included schizophrenia, schizoaffective disorder, bipolar disorder, and major depression.
Psychiatric symptoms. The Symptom Checklist Short Version-9 (SCL-K-9; Klaghofer & Brähler, 2001) , an abbreviated version of the Symptom Checklist-90 -Revised (SCL-90 -R; Derogatis, 1992) , is a 9-item scale that assesses psychiatric symptoms. The symptom categories include somatization, obsessive-compulsive, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation, and psychoticism (Derogatis, 1992; Klaghofer & Brähler, 2001) . All items begin with the phrase "During the past 7 days, how much were you distressed by . . ." followed by specific questions (e.g., "Worrying too much about things"). Items are rated on a 5-point Likert-type scale (5 ϭ extremely to 1 ϭ not at all), where higher scores indicate greater symptom severity. The SCL-K-9 exhibits evidence of validity as demonstrated by strong correlation (r ϭ .90) with the SCL-90-R and moderate correlation (r ϭ .66) with the Beck Depression Inventory (BDI; Müller, Postert, Beyer, Furniss, & Achtergarde, 2010) . The internal consistency reliability estimates (Cronbach's alpha) range from .80 to .84 for the SCL-K-9 (Bühler, Eckle, Malti, & Modestin, 2010; Müller et al., 2010; Prinz et al., 2013) . The Cronbach's alpha of the SCL-K-9 for the current study was computed to be .86.
Cognitive impairment. The Subjective Scale to Investigate Cognition in Schizophrenia (SSTICS; Stip, Caron, Renaud, Pampoulova, & Lecomte, 2003 ) is a 21-item scale that assesses cognitive complaints common to individuals with SMI including memory, attention, and executive function. A sample item is "Do you have difficulty planning out your activities as easily as you used to?" It is scored on a 5-point Likert-type scale (5 ϭ very often to 1 ϭ never), with higher scores indicating greater cognitive impairment. The SSTICS exhibited convergent validity with objective measures of explicit memory (r ϭ Ϫ.244), the Positive and Negative Syndrome Scale (PANSS; Kay, Fiszbein, & Opler, 1987) cognitive factor (r ϭ .309), and insight (r ϭ Ϫ.181; Stip et al., 2003) . Internal consistency reliability estimate for the SSTICS is good at .86, with good test-retest reliability at r ϭ .82 (Stip et al., 2003) . The Cronbach's alpha of the SSTICS for the current study was computed to be .92.
Insight. The Insight Scale (IS; Birchwood et al., 1994 ) is an 8-item scale that assesses awareness of illness, need for treatment, and attribution of symptoms (i.e., relabeling symptoms). A typical statement is "I do not need medication." It uses a 3-point Likerttype scale (3 ϭ agree to 1 ϭ disagree), with half of the items being reverse scored, and higher scores indicating better insight. Support has been found for the IS for construct validity (⌬R 2 ϭ .604), concurrent validity with the Present State Examination (PSE-9; Wing, Cooper, & Sartorius, 1974 ; F ϭ 5.7), and criterion-related validity (increase in insight from admission for psychosis to recovery, F ϭ 4.1). The IS has a high internal consistency reliability This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
estimate of .90 (Birchwood et al., 1994) . The Cronbach's alpha of the IS for the current study was computed to be .63. Educational attainment. Educational attainment was assessed by self-report on the demographic portion of the survey. The prompt instructs individuals to select the response that best describes them for each question, that is, "Education (highest level completed)." Educational levels included the following: 1 ϭ up to 8th grade, 2 ϭ some high school, no diploma, 3 ϭ high school graduate, diploma/GED, 4 ϭ some college credit, no degree, 5 ϭ trade/technical/vocational training, 6 ϭ associate's degree, 7 ϭ bachelor's degree, and 8 ϭ graduate degree.
Empathy. Empathy was assessed using the 6-item Perceived Empathic Self-Efficacy Scale (PESE; Di Giunta et al., 2010). All items begin with the phrase "How well can you" followed by specific questions (e.g., "Recognize when someone wants comfort and emotional support, even if (s)he does not overtly exhibit it?"). Items are rated on a 5-point Likert-type scale (1 ϭ not well at all to 5 ϭ very well), with higher scores indicating greater empathy. The PESE was related to the Prosociality Scale (measures empathic concern; Caprara, Steca, Zelli, & Capanna, 2005; r ϭ .53), RSES (Rosenberg, 1965 ; r ϭ .12), PWB (Ryff & Keyes, 1995 ; r ϭ .23), and Brief COPE (Carver, 1997) active coping (r ϭ .22), emotional support (r ϭ .22), instrumental support (r ϭ .17), and behavioral disengagement (r ϭ Ϫ.19) coping strategies, demonstrating its construct validity. The internal consistency reliability estimates of the PESE ranged from .78 to .85 (Akin & Başören, 2015; Di Giunta et al., 2010; Sánchez, Pfaller, et al., 2016 , 2017 . The Cronbach's alpha of the PESE for the current study was computed to be .85.
Interpersonal interactions and relationships. Interpersonalrelated skills were measured by using the World Health Organization Disability Assessment Schedule 2.0 -Getting Along subscale (WHODAS-2-GA; Ü stün, Kostanjsek, Chatterji, & Rehm, 2010) . The WHODAS-2-GA consists of 5 items. All items begin with the phrase "In the past 30 days, how much difficulty did you have in:" followed by specific questions (e.g., "Maintaining a friendship?"). Items are rated on a 5-point Likert-type scale (1 ϭ none to 5 ϭ extreme or cannot do), with higher scores indicating greater difficulty. For this study the items were reverse scored to assess ability rather than limitation. The WHODAS-2-GA demonstrated concurrent validity with the WHO Quality of Life Scale (WHOQOL; r ϭ Ϫ.54), the London Handicap Scale (LHS; r ϭ Ϫ.50), and the Functional Independent Measure (FIM; r ϭ Ϫ.34; Ü stün et al., 2010). It also had good internal consistency (␣ ϭ .81-.84) and test-retest reliability (␣ ϭ .64 -.93; Garin et al., 2010; Ü stün et al., 2010) . The Cronbach's alpha of the WHODAS-2-GA for the current study was computed to be .83.
Self-stigma. Self-stigma was assessed using the Self-Stigma Scale-Short Form (SSS-S; Mak & Cheung, 2010) . It comprises 9 items and results in three subscales: (a) cognitive, (b) affective, and (c) behavioral. Sample items for the subscales include "My identity as a mental health consumer is a burden to me" (cognitive), "I fear that others would know that I am a mental health consumer" (affective), and "I estrange myself from others because I am a mental health consumer" (behavioral). Items are rated on a 4-point Likert-type scale (1 ϭ strongly disagree to 4 ϭ strongly agree), with higher scores indicating greater internalized stigma. The SSS-S related with several measures, including the RSES (Rosenberg, 1979 ; r ϭ Ϫ.54), the Collective Self-Esteem Scale (CSES; Luhtanen & Crocker, 1992 ; r ϭ Ϫ.50), the General SelfEfficacy Scale (GSE; Jerusalem & Schwarzer, 1986 ; r ϭ Ϫ.33), and the Stigmatization Scale (Harvey, 2001 ; r ϭ .54), supporting its convergent validity; criterion validity was established between the SSS-S and the Mental Health Inventory-38 (MHI-38; Veit & Ware, 1983 ) Depression (⌬R 2 ϭ .14) and Anxiety (⌬R 2 ϭ .12) subscales (Mak & Cheung, 2010) . The internal consistency reliability estimate for the SSS-S was .91 for the total scale, with the cognitive, affective, and behavioral subscales at .81, .84, and .80, respectively (Mak & Cheung, 2010) . The Cronbach's alpha of the SSS-S for the current study was computed to be .84 (cognitive), .82 (affective), and .88 (behavioral).
Disability acceptance. Disability acceptance was measured using the Adaptation to Disability Scale-Revised-23 (ADS-R-23; Sánchez, Umucu, et al., 2016) , an abbreviated and modified version of the ADS-R (Groomes & Linkowski, 2007) . It assesses self-attitudes toward mental health disability. A sample item is "Mental health challenges or not, I am going to make good in life." Items are rated on a 4-point Likert-type scale (0 ϭ strongly disagree to 3 ϭ strongly agree), with higher scores indicating greater acceptance. Content validity was established by expert opinion, construct validity was supported by comparing university students with disabilities (higher rates of) acceptance of disability compared to vocational evaluation clients (t ϭ 5.19), and convergent validity was ascertained by the original ADS (Acceptance of Disability Scale; Linkowski, 1971 )'s relation (r ϭ .81) to the Attitudes Toward Disabled Persons Scale (ATDP; Yuker, Block, & Campbell, 1960) . The ADS-R has adequate internal consistency reliability estimates with ranges from .71 to .88 (Groomes & Linkowski, 2007) . The Cronbach's alpha of the ADS-R-23 for the current study was computed to be .92.
Procedures
Upon receiving approval from the Institutional Review Board (IRB) at the University of Wisconsin-Madison, the study information was disseminated to four psychiatric rehabilitation clubhouses in two U.S. states in the South and Midwest. The first author was present at each agency and distributed all self-report surveys to interested participants. All responses were confidential, and all participants provided informed consent. All members of the clubhouses were over the age of 18 years and were their own legal guardians, so all participants were determined to be capable to provide informed consent for this study. Participants completed the surveys in a private area at the clubhouse in approximately 45 min, on average. They each received a $10 gift card upon completing and returning the survey, as compensation for their time spent on the study.
Data Analysis
A simple imputation method was used to estimate the missing data. The imputation method replaces missing data by computing estimations based on the values of other related item variables in the same measure using regression analysis. Simple imputation and multiple imputation methods will yield similar results when the missing data are less than 5% (Fox-Wasylyshyn & El-Masri, 2005) . Data were analyzed using descriptive statistics, preliminary screening procedures, analysis of variance (ANOVA), and multiThis document is copyrighted by the American Psychological Association or one of its allied publishers.
ple regression analysis (MRA). ANOVA assesses for heterogeneity. MRA examines the separate as well as collective contributions of independent variables to predict a criterion variable (Wampold & Freund, 1987) . MRA is an appropriate method to use when there is no basis for a predetermined order of entering specific predictor variables prior to any other predictor variables. All data were screened for missing information, outliers (Mahalanobis distances), and multicollinearity. Tests of regression assumptions, including normality (kurtosis and skewness), linearity, and homoscedasticity, were examined for all criteria variables and predictor variables. Coefficient alphas were used to estimate internal consistency of scores on each measure. No VIF values exceeded 10 for any variables in the analyses (range, 1.276 to 3.776), and none of the tolerance values was less than .10 (range, .265 to .784), suggesting no multicollinearity in the data. No outliers were found using 11 predictors and p Ͻ .05 criterion for Mahalanobis distance. Normality and linearity were found via histograms, scatter plots, and skewness and kurtosis statistics. An a priori power analysis using G ‫ء‬ Power (Faul, Erdfelder, Lang, & Buchner, 2007) was conducted for the total R 2 value for the MRA with 11 predictor variables, power equal to .80, and an alpha level of .05. Results suggested a minimum sample size of 123 would be needed to detect a medium effect size (f 2 ϭ .15; Cohen, 1988) . Moreover, our a priori assumption was that the participants from the four agencies would comprise a homogenous group. The Statistical Package for the Social Sciences (SPSS for Windows Version 25.0) was used to perform the computations.
Results
ANOVAs were conducted with agency as the dependent variable and all factors (predictor and outcome variables) as independent variables. There were no statistically significant differences between the group means for perceived social effectiveness [F(3, 188) (1) category of psychiatric disabilities (mood disorder with schizophrenia spectrum disorder as the reference group); (2) psychiatric symptoms; (3) cognitive impairment; (4) insight; (5) educational attainment; (6) empathy; (7) interpersonal interactions and relationships; (8) cognitive self-stigma; (9) affective self-stigma; (10) behavioral self-stigma; and (11) disability acceptance. The correlations between the predictor variables and the dependent variable ranged from small to large, and the correlation matrix for all variables is presented in Table 3 .
Results of the MRA, including R 2 , along with unstandardized regression coefficients (B), standard errors (SE B), and standardized coefficients (␤) for the predictor variables are presented in Table 4 .
Of the established factors entered in the model, category of disability, educational attainment, empathy, and interpersonal interactions and relationships significantly predicted perceived social effectiveness. Psychiatric symptoms, cognitive impairment, insight, and cognitive, affective, and behavioral self-stigma did not significantly add to the model. Empathy explained the greatest amount of variance in the model (␤ ϭ .50, t(191) ϭ 8.24, p Ͻ .001). Disability category was considered through the creation of a dummy variable, mood disorder (i.e., bipolar disorder and major depression), with schizophrenia spectrum disorder (i.e., schizophrenia and schizoaffective disorder) as the reference category. Upon examining the standardized partial regression coefficients, mood disorder (␤ ϭ .19, t(191) ϭ 3.30, p Ͻ .001) was found to be more positively associated with perceived social effectiveness when compared to schizophrenia spectrum disorder. Interpersonal interactions and relationships was also a significant predictor of perceived social effectiveness (␤ ϭ .14, t(191) ϭ 2.30, p Ͻ .05). Finally, educational attainment was significantly associated with perceived social effectiveness (␤ ϭ .13, t(191) ϭ 2.02, p Ͻ .05). In relation to the exploratory factors related to perceptions of disability, disability ac- This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
ceptance contributed significantly to the model (␤ ϭ .17, t(191) ϭ 2.25, p Ͻ .05), while self-stigma did not.
Overall, the MRA model accounted for 56% of the variance in perceived social effectiveness, which is considered a large effect size (Cohen, 1988 (Cohen, , 1992 . Controlling for all other factors, disability category, educational attainment, empathy, interpersonal interactions and relationships, and disability acceptance were found to be significant predictors of perceived social effectiveness in persons with SMI.
Discussion
The present study investigated the contribution of factors in predicting perceived social effectiveness of individuals with SMI. This study adds to the current literature by including internal factors along with traditional variables considered in related research. By understanding the most prominent factors influencing perceived social effectiveness, practitioners can determine points of intervention and target specific elements that enhance perceived social effectiveness.
Results of the study included both positive and negative predictors of perceived social effectiveness for individuals with SMI. For instance, category of psychiatric disability was a significant predictor of perceived social effectiveness, with participants with schizophrenia spectrum disorder reporting poorer perceived social effectiveness than those with mood disorder. In the present study, when all predictors of perceived social effectiveness were entered into the MRA, none of the negative predictors of social effectiveness (i.e., psychiatric symptoms, cognitive impairment, insight, cognitive-affective-behavioral self-stigma) were found to be significant predictors of perceived social effectiveness. Our findings contradict previous research findings (Bellack et al., 1989; Blanchard et al., 1998; Francis & Penn, 2001; Jones, Latreille, & Sloane, 2006; Milev et al., 2005; Mueser et al., 1991) .
On the other hand, our study also examined positive predictors of social effectiveness: educational attainment, empathy, interpersonal interactions and relationships, and disability acceptance, which were all found to be significant at predicting perceived social effectiveness. Psychiatric rehabilitation-the process of restoration of functioning and well-being for individuals with SMI-focuses on improving recovery, community integration, and quality of life. Perceived social effectiveness is considered to be an essential part of recovery for individuals with SMI (Mueser et al., 2002) . Moreover, as perceived social effectiveness has been found to predict recovery (Bardone-Cone et al., 2010; Nygaard, Hussain, Siqveland, & Heir, 2016) , community integration (Sánchez, Rosenthal, Chan, et al., 2016) , and quality of life (Sánchez, Rosenthal, Tansey, et al., 2016) , strategies aimed at increasing perceived social effectiveness are essential for individuals with SMI. Thus, although based on correlations it appears that negative predictors of perceived social effectiveness would be significant if examined alone, when examined in the regression model alongside positive predictors, they are insignificant.
Implications for Clinical Practice
Educational attainment and health are closely associated. Subjective social status, "an individual's perception of where she or he ranks in a social hierarchy," has been shown to "powerfully predict health status even after controlling for conventional measures of socioeconomic status such as occupation, income and education" (Commission to Build a Healthier America, 2009, p. 8) . Practitioners may benefit from assessing such perceptions and any impact on social effectiveness. Since higher educational attainment is linked to such important elements as social support, social skills, and social networking, practitioners should attend to barriers and facilitators to educational attainment. More emphasis should be placed on improving school-based mental health services and dropout prevention programs to support the health of students, higher educational attainment, and enhanced social effectiveness (Breslau et al., 2008) .
Interpersonal interactions and relationships are often negatively affected among individuals with SMI (Bellack et al., 1989; Zolnierek, 2011) . However, positive interpersonal interactions and relationships can actually improve social functioning in individuals with SMI. Utilization of peer supports to improve psychiatric rehabilitation outcomes has been gaining traction. Peer supports are mutually beneficial (to both supporter and supportee); they can increase individuals' social functioning, expand their social network, and even increase empathy and acceptance (Davidson et al., 1999) . Another similar, yet comparable alternate is Compeer-a community volunteer program that recruits, trains, and matches volunteers with individuals with SMI. Compeer creates intentional volunteer-SMI friendships that consist primarily of planned oneto-one social, recreational, and supportive activities, usually committing to meet for four hours per month for one year. Recent studies have shown that volunteer and peer support services lead to increases in hope, recovery, empowerment, social functioning, and social network, and reduced depressive, pain, and health symptoms (Kelly et al., 2014; Lloyd-Evans et al., 2014; McCorkle, Rogers, Dunn, Lyass, & Wan, 2008; Sheridan et al., 2015) . Therefore, practitioners should consider recommending structured volunteer and/or peer support services as an adjunctive treatment.
Individuals with SMI often have deficits with empathy (HassonOhayon, Kravetz, Levy, & Roe, 2009 ). Di Giunta et al. (2010 contended that "empathy is an important predictor of interpersonal functioning and is believed to contribute to the development of affective bonds, understanding, and caring actions between peo- This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
ple" (p. 77). Since empathy appears vital to social effectiveness, practitioners should target cognitive empathy in social-cognitive training programs (Achim, Ouellet, Roy, & Jackson, 2011; Michaels et al., 2014 (Dalai Lama & Ekman, 2008) . New research has shown that mindfulness meditation can even increase empathy, while often also reducing stress and negative mental health symptoms (Beitel, Ferrer, & Cecero, 2005; Birnie, Speca, & Carlson, 2010; Chu, 2010) . Acceptance of mental illness has been found to contribute to enhanced illness management and is seen as an important piece of recovery (Mizock, Russinova, & Millner, 2014) . Coping strategies play an integral role in accepting (adaptive coping) versus denying (maladaptive coping) one's mental illness (Hatfield & Lefley, 1993) . Thus, practitioners should assess their clients' coping strategies and intervene as necessary, for instance, utilizing copingbased interventions (e.g., Bradshaw, 1993) to improve impairment in adaptive coping among individuals with schizophrenia spectrum disorders or reduce maladaptive coping strategies utilized by individuals with mood disorders (Meyer, 2001 ). Specifically, accommodative coping-focused interventions-interventions that focus on revising one's self-evaluation based on perceived deficits and losses (Boerner & Wang, 2012 )-could improve adaptive coping strategies, thereby increasing acceptance of their mental illness. Potential strategies to enhance the multifaceted construct of acceptance of mental illness have been identified as assessment of personal meaning of acceptance, development of the therapeutic alliance with a variety of providers, and psychoeducation for the individual and family to enhance understanding of the psychiatric disability (Mizock et al., 2014) . Practitioners should incorporate interventions such as Illness Management and Recovery (IMR)-which addresses relevant topics such as recovery, social support, and psychoeducation about mental illness and treatment interventions-as well as use psychoeducation strategies along with cognitive therapy, including Acceptance and Commitment Therapy (ACT; Bond & Campbell, 2008; McGuire et al., 2014) . Such interventions may address needs related to a number of factors found in the present study to be associated with perceived social effectiveness, such as acceptance of disability.
Limitations
Several limitations should be considered when interpreting the results of this study. A convenience sample was used in the present study. Participants were recruited from psychiatric rehabilitation clubhouses during regular work hours, when the clubhouses were open and members were present. Members who were otherwise engaged in work-or education-related activities may have inadvertently been excluded. Since a cross-sectional design was utilized, causality cannot be inferred. In addition, all responses were collected by self-report, and may be subject to response bias (Atkinson, Zibin, & Chuang, 1997, p. 99) . Thus, generalizability of findings may be limited. However, the recovery philosophy emphasizes the role of individuals with SMI as team members and stresses the value of self-report information. Moreover, studies have found self-report measures to be useful in predicting functional outcomes of people with SMI (Eisen et al., 2011) . Finally, reliability and validity of survey responses may be compromised due to cognitive impairments often experienced by individuals with SMI (Martinez-Arán et al., 2004) .
Future research studies should include efforts to obtain a more representative community sample by reaching out to other agencies that provide mental health services, such as programs of assertive community treatment (commonly referred to as PACT or ACT) or community mental health centers. The use of longitudinal study designs to predict perceived social effectiveness would also provide an important future direction in order to infer possible causality. Interventions targeted to improve perceived social effectiveness through increases in educational attainment, empathy, interpersonal interactions and relationships, and disability acceptance should also be tested among individuals with SMI. Moreover, future studies should attempt to include observational measures of social effectiveness as well as measurement of other raters (e.g., friends, family, supervisors, etc.) in order to minimize bias and error associated with self-report measures. Finally, future studies might employ cognitive screeners to tease out confounding issues associated with cognitive deficits among individuals with SMI.
